Thinking allowed
Taking shape This quarter's issue of the Scottish Medical Journal includes the much-heralded debut of Students' Corner -specifically an article or paper either by or for students, occasionally both. A Clinical Quiz (in this case rather radiological) also makes its first appearance.
Owing to considerations of space and copy, these and our other 'regular' features are likely to be irregularly regular (hopefully keeping away the cardiologists). Thus, there is no Pratticus in this issue -fans can make their displeasure known at the address below. Editorial caution has also perhaps contributed to the lack of any controversial In My Opinion rant, but the opportunity persists for those who have a smouldering certainty that somewhere, somehow, we are getting something completely wrong. Past instances when they-didn't-listen can also find a place in The One That Got Awaychampioned in this issue by Deputy Editor Colin Geddes, whose search for a first first-author paper met with a number of conspiring Fates.
Elsewhere, research articles assess the application of the ever-changing, and ever-topical, 'rules' on driving and episodes of LOC; plus the surprising possibility that Scottish sunshine is an adequate driving force for photodynamic therapy for skin conditions. Case reports include, we believe, the last of the acceptances inherited from the Ancien Re´gime at the SMJ, as well as another interesting case that caught the eye . . .
Holing pigeons
Khorsandi et al.'s case of Charles Bonnet Syndrome includes two interesting occurrences. A dissecting aneurysm is diagnosed as a myocardial infarction (non-STEMI), and treated with aspirin, clopidogrel and fondaparinux 'as per guideline'. Later, post-op, the patient 'sees things' and is diagnosed with delirium, despite no other evidence of this, and given haloperidol 'as per protocol'.
On the way to their rare and intriguing diagnosis, the authors discuss the issues around these events on this particular occasion. But to my eye, they reflect a common, almost universal, tendency in today's (junior?) medical workforce. A tendency to 'pigeonhole' patients at the first opportunity. Often from a single trigger in the patient's story. Including historic. A colleague once described his junior's post-receiving presentation of yesterday's admitted patient, now being treated for her acute asthma attack. She had been driving her husband to the airport when she suddenly became acutely breathless, such that her husband had to take over and drive her immediately to the A&E.
''That doesn't sound like asthma to me . . ..'' ''But . . ..she's known to have asthma . . .!'' This is not necessarily the fault of the junior doctors. They do tend to take as gospel past diagnoses, or others' current diagnoses. But we are almost training them to act in this uncritical manner. First, we take away their time-to-think by giving them lots of irrelevant stuff to do, including recording all the stuff they have to do. Then we give them protocols and guidelines to follow, often with the implication that not following these to the letter would smack of negligence (don't get me started on guidelines . . . well, not yet anyway). It's like we're trying to train soldiers instead of doctors. So if they can get a patient to fit into some pathway and shuffle them down it, that's job-done, and they can go do the hourly update of every ward patient's estimateddate-of-discharge.
We build pathways for them to follow, with no turnoffs. We even call them 'patient pathways' as if that were a good thing. Patients with painful calf-swelling go down the 'Query DVT' route, have their Doppler Ultrasound performed and, if this is negative, are sent home (still wondering, no doubt, why their leg is painful and swollen). DVT excluded. Job done.
The authors are to be applauded for bringing this paper to publication. The two misdiagnoses look surprising at first reading, but they are almost predictable. A single trigger, or 'red flag', and the wheels are set in
